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Abstract
With newresearch,technology,anda patientthathasbecomeincreasinglyesthetics
oriented,thefutureof dentistryis lookingmonetarystable.However,in orderforthe
dentalprofessionto continueto evolve,adapt,andmeettheneedsof underserved
population,theywill needtoincreasetheirmanpower.Dentalmanpoweris lowdueto
theclosingof somedentalschools,decreasednumbersof positionsatthoseschools,and
theunattractivenessof practicingin theunderservedareas.Thosewho suffermostfrom
thislackof manpoweraretheuninsured,poor,elderly,disabled,andthoselivingin under
servedregions.To dealwith thisshortagein dentalcareproviders,thereneedsto bean
increasein dentalcaregivers.This canbeaccomplishedby fundingexistingandnew
dentalschools,andofferingfinancialincentivesto practicein theunderservedregions.
This will bebeneficialto theoverallhealthof theunderservedandtheoverallsuccessof
thedentalprofession.
Introduction
The professionof dentistryis one thatmixescraftsmanshipwith science. It is a
..
professionthatis constantlyimpactedbyresearchandinnovativetechnology.Becauseof
theimpactthatresearchandtechnologyhashad,anddueto a societythatis alwaystryto
enhanceits physical appearance,the marketof dentistryhas becomemuch more
cosmeticallybased.Manydentistshaveadaptedto thewantsof theirpatientsdueto
saturationofdentistswithinthemoremonetarilystablecommunities.Duetothesuccess
of preventionprograms,thesedentistsarefindingfewerdentaldiseasesandareproviding
thecosmeticservicesthesepatientsdesirein ordertokeeptheirbusinessesrunning.
However,duetothelackof dentalmanpower,therearestillmanypeoplein ruraland
urbancommunitiesthatarelackingthebasicandmostvitaldentalcare,thetypeof care
thatcan detectand preventmanydifferentdiseases.Likewise,thepoor, elderlyand
uninsuredareoftenleftwithoutthecareandcaregiversthattheyneed.
In orderfor thedentalneedsthroughouthecountryto bemetthereneedsto be an
increasein thedentalmanpoweracrossthenation. This increasewill providethosewho
arein needof basicdentalcareandarecurrentlynotreceivingit theopportunityto be
beneficiariesof thesoughtafterdentalcare. The futureof dentistrylies in thehandsof
thedentalprofessionalsthatprovidethosein needwith care. Increasedmanpowerby
increasingnumberof dentalschoolsandincentivesto dentistswill makefor a better
futureoftheprofessionandabetterfuturefortheoverallhealthofthenation.
This paperwill exploretheresearchthathasbeendoneon thedentalmanpower
withinUnitedStates,underservedpatients,andmarketchangesin dentistryoverthelast
severalyearsin orderto showthatincreasedmanpowerwill helpto makeaccessto care
moreequitableacrossthecountry.
Review
a. Hastherebeen,is there,or will thereeverbea shortageof dentists?
Looking back to the late 1960's,the debateaboutmanpowerin dentistrywas an
importantopic. December,1967broughtabouttheDentalManpowerWorkshopheldin
St. Louis. Many individualswithin the field of dentistryattendedthe workshop.
Howeversomeleftwiththefeelingthattheissueathand,manpower,wasnotaddressed
properly. Dr. O. W. Brandhorstfelt thatmoreof theirtimewasspentdelegatingmore
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dutiesto the dentalauxiliariesinsteadof developingmethodsto provideadditional
manpowerto thepopulationof the UnitedStatesat thattimeand in the future
(Brandhorst,1967).
At thattimeit wasestimatedthatthepopulationwouldgrow15%from1965-1975
and25%by 1980. Theyalsoestimatedthattheaveragefamilyincomewouldincrease
puttingmoredemandon dentalservicesand increasingservicesby 23-35%. Taking
thesetwostatisticsandaddingin thedevelopingavailabilityof dentalprogramsit was
estimatedthattheoverall demandfor dentalserviceswouldincreaseby 50-75%from
1965-1975,andincreaseby 75-100%come1980. Duringthattimetheprojectionfor
increasingdentistswas15%forthetimeperiodof 1965-1975,and25%by 1980(Easlick,
1967).Only25%increasein dentiststomeetthe75-100%increasein demandfordental
servIces.
Theresultsof thisconferenceandotherresearchresultedin thefederalgovernment
fundingdentalschools. During this period,most dentalschoolsreceivedfundingto
increase nrollment.However,in theearly1980'sresearchersbegantospeculatewhether
therehadeverbeensuchanincreased emandin 1960'sthatwouldhavemadeall of the
fundingnecessary.Furtherstudyshowedthattherewas,in fact,anunevendistributionof
dentistsbetweenrural,urbanand suburbanpartsof thecountry,thevery sameareas
sufferingin the1980's.
The Dental Manpower Workshop did at least make mentionof the uneven
distributionatthattimethroughoutheUnitedStates.Theareasthatsufferedfromthis
wereruralcommunities,isolatedcommunities,andpovertystrickencommunities.These
areasdid not attracthenumberof dentistsneededto meettheirdemandsfor service
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(Eas1ick,1967). The problemof unevendistributionof dentistssince 1960'sand
probablybeforethathasnotyetfoundasolution.
In theUnitedStatestodaythereis still anunevendistributionof dentists.Thesame
areasfindthemselvesunabletoacquirethedentalservicesthattheyneed.Thefollowing
chartshowsthepercentof ruralcommunitiesin eachstate.
Table 1:Rankingof StatesbyPercentRuralPopulations
Note:The statewiththehighestvalueis indicatedby"1"
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State Percent Rural Ranking State Percent Rural Ranking
Population Population
Alabama 32.6 30 Montana 76.0 1
Alaska 58.2 9 Nebraska 49.4 14
Arizona 15.3 40 Nevada 15.2 43
Arkansas 55.3 12 NewHampshire 38.0 18
California 3.3 49 NewJersey 10.6 41
Colorado 18.2 34 NewMexico 44.0 16
Connecticut 8.5 45 NewYork 8.3 46
Delaware 17.4 35 NorthCarolina 33.7 19
Dist.Columbia 0.0 51 NorthDakota 58.5 8
Florida 7.0 48 Ohio 18.7 33
Georgia 32.3 21 Oklahoma 39.9 17
Hawaii 25.3 29 Oregon 29.9 27
Idaho 70.0 3 Pennsylvania 15.2 43
Illinois ]6.0 39 Rhodeisland 8.7 44
Indiana 28.4 28 SouthCarolina 30.2 26
Iowa 56.2 11 SouthDakota 67.5 6
Kansas 45.4 15 Tennessee 32.3 21
Kentucky 51.5 13 Texas 16.1 38
Louisiana 25.0 30 Utah 22.5 31
Maine 60.0 7 Vermont 68.3 5
Maryland 7.2 7 Virginia 22.5 31
AdaptedfromWaldmanBH: Ruralandurbandistributionof dentists,or Is therestill goldin themtharhills?
Theseruralcommunitiesarenottheonlycommunitiesthatarein needof additional
care.Urbancommunitiesarein needof dentists,andtheirservices.Thesupplyof dentists
in urbanareasis similartothatof physicians.Similarproblemsplaguedentalfacilitiesin
theseblightedareas. A schoolnursein Camden,New Jerseydescribedthechildrenin
herschoolascorning" toschoolwith rottingteeth.They sit in class,1eaning0n their
elbows,in discomfort."(Kozol, 1991)
Mobile clinics, freeclinics andvolunteersdo help to relievemanyof thedental
problemswithin thesecommunities.There is a problemwith the citizensof these
communitiesutilizingthecareevenwhenit is available.But moredentalmanpowerin
theseareaswould serveto educatethe communityon preventionand supply the
necessaryservicesfor conditionsthe communityis sufferingthrough.However,the
supply0f dentistsservingin theseareasis not increasingandit not likely thatit will
increasewithout incentivesfor dentiststo work in theseareas.Incentivesrequire
additionalmoneyandpresentlythereis no fundingsourceavailable.
Money was also a factor in the recentclosure of dental schools at Loyola,
Northwestern,WashingtonUniversityof St. Louis, andOral Roberts.Anotherschool
which is in dangerof closingis MarquetteUniversityunlessit receivesstatefunding
fTomWisconsin(PierreFauchardAcademy,2004).Still otherschoolsareloweringclass
sizes. Onereasonforthelowernumbersadmittedintoaschoolis thatthereis notenough
5
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Massachusetts 1.5 50 Washington 17.0 37
Michigan 17.3 36 WestVirginia 58.2 9
Minnesota 30.7 25 Wisconsin 31.9 23
Mississippi 69.3 4 Wyoming 70.3 2
Missouri 31.7 24
facultytoprovidestudentswiththeeducationtheyneed.Manyfacultyopttoleaveand
go intoprivatepracticewerethereis moremoneyto bemade. As a resultof thelower
classsizes,for every5 dentistsretiring,only 3 will graduate.In addition,nationwide
thereareabout152,000activedentistsandmorethanone-thirdof themareovertheage
of 55(ADA, 2003).
TheUnitedStatesis facinga shortageof dentistsandit looksasif it mighttakesome
timetogetthemanpowerneededto servethosein need.Moreover,thosemostin needof
dentalservicesaretherural,urban,poor,elderly,anduninsuredpopulations.
b. UnderservedPatients
Underservedgeographicareas,andpatientswith no dentalinsurancemakeup a
largeproportionof patientswhodonothaveaccesstomanydentalpreventionmeasures.
In theyear2000the SurgeonGeneralshedsomelighton whatmanycalleda "silent
epidemic"of oraldiseasesandits effectonthepoor,needy,andelderly. In theSurgeon
General'sReportentitledOral HealthinAmerica,thepointwasmadethatoralhealthis
essentialtothegeneralhealthandwell-beingof individuals(Carmana,2003).
Whenthereis a lackof carein anareathepopulationis morelikelyto selftreat
themselvesor simplynotgotothedentist,evenif a dentistwereto comeintotheirarea.
Facedwith no accessto dentalcarethepopulationwill experienceanincreasein dental
disease(Mouradian,Wehr,Crall, 2000). In additionthereareaplethoraof diseasesthat
canbe detectedin theirearlieststagesfromroutinedentalcheckups,suchasdiabetes,
osteoporosis,eatingdisorders,HIV, cancer,dental caries and periodontaldisease.
Recently,humanpapillomaviruswas foundto playanetiologicrole in manycancersof
theoropharynxandoral cavity(JADA, 2004). Whenthesediseasesareleft untreated
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manyproblemsmayarise,lossof functionof themouth,esthetics,painmanagement,and
death(Wilkins,1999).
Poor care,or lack of oral healthcanaffecttheoverallhealthof an individual.
Dentaldiseasehasa greatimpactonaperson'sgeneralhealth.Studieshavealsoshed
new light thatperiodontalinfectionscan be risk factorsfor cerebrovascularnd
cardiovasculardiseases(Haraszthyet.aI., 1998;Chiu et.aI., 1999). Low birthweight,
prematuredelivery,andpneumoniain elderlyadultshaveall beenI inkedtop oor0ral
health.
1. UnderservedGeographicareas
As mentionedabove, the citizens of rural areas suffer ITom the uneven
distributionofdentistsintheUnitedStates.Whenreferringtoaruralareit is importantto
havedefinitionof whatrural is. KnappandHardwickreferto rural as a non-
metropolitan,meaningnotin ametropolitanstatisticalrea(MSA). An MSA is defined
asacounty,orgroupof countiesthatincludesacitywithapopulationof 50,000residents
ormore,oranurbanizedareathatis itselfpartofacountywithatleast50,000people,or
agroupofcountieswithatleast100,000people.
Due to themisdistributionof dentiststhroughouthe country,rural areasfind
themselvesfacinga low dentistto patientratio,placingmanyruralareasinto a Dental
HealthProfessionalShortageArea (DHPSA). Froma nationalstandpointthereare75.9
dentistsper100,000people.Nowevaluatingtheruralstandpointwefindthatthereare
55dentistsper100,000people.Also,oftheruralpopulation5.8millionofthemhaveno
dentalprovider.Finally, lookingattheDHPSA we uncoverthatthereare29.1dentists
per100,000peopleasanaverage(Knapp,Hardwick,2000). Each year less
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graduatingdentistsseekpracticingin ruralareas. Thus,thereis a growingshortageof
dentistsin ruralareas(Belt,2002). For manyruralresidentsthebarriersto dentalcare
accessareinsurmountable.Physicaldisabilities,lackoftimeortransportation,financial
shortfa11s,anddistantfacilitiesoftenmakedentaltreatmentvirtua11yimpossible.
2. Insurancebarriers
It is estimatedthat28% of schoolchildrenin Californiaalonehaveno dental
insurance.Childrenarein greatneedfor dentalcare.Amongotherissues,theyneedto
retaina healthyprimarydentitioninto maintainthespacefor permanenteethandto
assurethehealthof theirpermanentteeth(Mouradian,Wehr,Cra11,2000).Theworking
poorencompassa largeportionof theuninsuredpopulation.UCLA CenterforHealth
PolicyResearchfoundthat82%of theuninsuredarefromworkingfamilies(Belt,2002).
Racial and ethnicminoritiesalso encompassa largeportionof theuninsured.
Along withotherreasonsfor theirhighnumber,migrantfarmworkersareamongthese
numbers.This portionof thepopulationfacesa uniqueopportunityof fo11owingthe
seasonsandsincesomeof theseworkersarei11egalimmigrants,theymayneedto stay
outof theeyeof INS andthereforedonotseekcare.
Unfortunately,85% of seniorcitizensarewithoutdentalinsurance.Therealso
appearsto be a lack of trainingon how to treatpatientswith developmentaldisabilities
andalownumberofdentiststhatacceptMedicaidreimbursementa dbehaviorproblems
(Belt, 2002). Recentcutbacksin Medicaidfundinghaveleft this populationwithout
coverageandtherefore,neededcare.
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As of October1, 2003theStateof Michigancut Medicaidspendingfor dental
coveragefor individuals21 yearsandolder. The Statewas facedwithbudgetcutsand
decidedto swingtheirmightyaxattheMedicaiddentalprogram.Thushittingthepoor,
needy,disabledandelderlyunderservedwithamassiveblowto a servicethatcandetect,
cure,andpreventmanythemedicalproblemsthispopulationstruggleswith. In thelong
run,thisdecisioncouldprovetobemuchmorecostlytotheState.
Spokeswomenfor the Michigan Departmentof CommunityHealth Geralyn
Lashersaid"We hadtomakeourdecisionsbetweenveryimportantandvital...andthere
is simplynot the fundingto covertheseservices"(JacksonPaper,2003). The State
claimedto spend$20million a yearon theMedicaiddentalprogram.However,Linda
YarochtheDirectorof Planning& RegionalHealthfor NorthwestMichiganmakesthe
pointthatthe$20million is thetotalMedicaidbudgetnot thedentalbudgetandof that
$20millionbudgetdentalhad$9millionof it. BecauseMedicaiddollarsarematchedby
the federalgovernmentMichiganwill lose$40million of servicesto save$9 million
(Yaroch,2003). It is of worthto examinewhatservicesmadeup the$9 millionbudget
cut,andwhatMedicaidservicesarestillavailableforthose21yearsandolder.
Over600,000peoplemadeupthepopulationthatreliedon Medicaidfundingto
payfor theirdentaltreatments.Someof theservicesthathavebeencutareasfollows;
routineexaminations,prophylaxis,restorations,anddentures.Early signsof periodontal
disease,oral cancer,and otherinfectioncan be detectedthroughregularlyscheduled
dentalexaminations.Restorationsconstitutefillings,crowns,bridges,andendodontics
(rootcanaltreatment).Theseservicesareno longercoveredby Medicaidto individuals
21yearsor older(Reinhart,2003).40%of theMedicaiddentalpatientsfall intothisage
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group. Moreover,60%of thediseasetreatedexistsin adults21 yearsandolder
(Shaheen,2003).
Table2.CovereddentalproceduresforMedicaidin Michigan
ProcedureCode
I
0140
0220
0230
7140
7210
7220
7230
7240
7260
7261
7510 ncisionandDrainae intraoralsofttissue)
Table2:ListsthedentalproceduresthatarestillcoveredunderMedicaidbenefitsinMichiganforthose21
yearsandolder
ShortDescription
As Table 2 shows,Medicaid participants21 years and older still receIve
treatmentfor emergent/urgentservicesfor thereliefof painandor infection(Reinhart,
2003). The usualemergencytreatmentconsistsof extractionof the offendingtooth.
Patientsmayvisit theER if theyneedemergent/urgenttreatmentandreceivethesought
aftertreatmentif it is deemednecessary.ManyfeelthattheER will beusedmore
frequentlyby Medicaidpatientsfor dentalrelatedproblemsresultingin further
overcrowdinginthesealreadyheavilyimpactedfacilities.
Thereisalsofearthatherewillbeotherhealthproblemsthatwill followfromthe
lack of treatment.In theU.S. over50%of theadultpopulationhasevidenceof
gingivitis,and35%havesomeformof periodontitis.In additionthecasesof diabetes
bothtypeI andtype2 areincreasingin theU.S. especiallyin those35 yearsandolder
(Kenneyet.aI., 1995).Sadly,thisis theverysamepopulationthatMichiganis denying
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Medicaidbenefits.Researchshowsthatlevelsof glycemiccontrolarelinkedwithmicro
vasculardiseaseforbothtypesof diabetes(Klein et.aI., 1996).Unsatisfactoryglycemic
controlandmicrovasculardiseasecomplicationsuchasretinopathy,nephropathy,and
neuropathycanbethecauseof blindnessandendstagerenaldisease.Mountingevidence
shows thatperiodontalinfectionhas a negativeeffectglycemiccontrol in diabetes
(Taylor,2001).
At the Universityof Michigan School Of Dentistry20% of their patientsare
Medicaid beneficiaries.The Universityof Michigan Medical CenterDepartmentof
Hospital Dentistry/OralMaxillofacial Surgery offers servicesto many medically
compromisedpatients.Most of theirpatientsarealsoMedicaidbeneficiaries.Many of
theMedicaidpopulationseektheirdentaltreatmenttromUniversityof Michiganstaffed
CommunityOutreachClinics. Michigancurrentlyhas8 of theseLearningCenters.
Seniordentalstudentswill spend4 weeksataclinicandprovideservicetonumberof
individuals(Veryser,2003).Thesenewcutswill haveamajorimpacton thenumberof
peoplewhocan affordto havetheirdentalwork doneat theschool,hospital,andout
reachclinics. Furthermore,thiswill hurtthestudentsthatrelyon thesepeopleto assist
themwith theireducationandcareergoals. Also atjeopardyarethecareerandsocial
desiresof theMedicaidbeneficiarysincelackof dentaltreatmentcanresultin lostdays
atworkalongwithpoorestheticappearance.
c. The changesin thedentalmarket
The professionof dentistrycontinuesto changeand evolvethroughresearch
technologicalinnovations. This becomesapparentas one visits the differentdental
officesthroughouthenation. Somedentistshavestuckwith thetraditionalmethodsof
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the profession,such as developingradiographsmanually,utilizing hand written
appointmentbook,andplacinglaboratoryprocessedcrownandbridgework.Ontheother
hand,manydentistshaveall thelatestandnewtechnologies.Digital x-rays,in office
computeraideddesignand manufactureof crowns,and computerizedappointment
schedulingandbillingarethenormin modemdentalfacilities.
Manydentiststakefulladvantageofthisnewtechnologytodeliverstateoftheart
care,and attractnewpatientsto theirpractice.In our societytodaymanypeopleare
concernedwithwhatlooksgood. How we physicallylook andfeelis thedrivingforce
behindwhatwe spendourtime,efforts,andmoneyon. The growingmindset" to look
goodis to feelgood"haschangedthewayoursocietyseeksdentaltreatment.Much of
thenewdentaltechnologyis designedforthecosmeticsideof dentistry.Themarketof
dentistryhas changedfrom a simplerestorativemarketto a marketthatis cosmetic
driven,andmanydentistsareadaptingtothechange.Notonlybecausepatientswant
brightersmilesandstraighterteethbutbecause,withtheproperprevention,patientshave
lessdentaldisease.Manydentiststodaymustfindwaystoexpandtheirpracticesin other
avenuesthanrestoringdecayedteeth,becausetheresimplyarenot as manydecayed
teeth.Cosmeticdentistryis theiranswertothebusynessproblem.
1. New Restorations
It is not uncommonfor a dentistto replaceperfectlyadequateamalgam
restorationswith toothcoloredcompositerestoration.By doingthis,thepatientdoesn't
haveto lookattheirunsightlysilveramalgamalthoughthetoothmaybe in a locationin
themouththatis virtuallyimpossiblefor anyoneto seeexceptwith a mouthmirror.
Some may arguethat the mercuryfound in amalgamfillings can causephysically
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disturbingeffectsto patientswith amalgamfillings,andthatis thereasonto havethem
removed.However,accordingto theAmericanDentalAssociation(ADA) thereis no
clinicallyprovenevidencethatsupportsthatclaim(www.ADA.org.2003).Researchhas
shownthatthereis nothingwrongwith theamalgamfillings,andin facttheylastmuch
longerandcostlessthenthecompositefillings,howeverthedemandis for whatlooks
nicer(Seifert,2003;Pai,2003).
Anotherrestorationthatis becomingmoreprevalentis in-officeporcelainfilling
or crowns. Cerecis onesuchsystem.Cerecis aporcelaininlayor onlaythatis usedin
placeof a crownor filling. Throughtheuseof computeraideddesignandmanufacture,
thepatientis ableto comeinto the0fficehavetheirpreviousrestorationremoved,be
fittedfor thenewCerecrestorationi onevisit.This is appealingto somepatients
becausetraditionalcrownsgenerallytaketwovisits,dueto labworkinvolved.
Onefield 0f cosmeticdentistrythathasbeen greatlyimprovedin thepastfew
decadesi dentalimplants.Researchasshownevidenceoftheideaandimplementation
of dentalimplantsdatingbacktotheancientEgyptiansandSouthAmericancivilizations.
However,the1930'stopresentdayhasprovideduswithmanydifferentproceduresand
informationthathas broughtthis innovativeprocedurewhereit is today. The first
breakthroughdiscoverywasfoundmyDr. Per IngvarBranemark,a SwedishOrthopedic
Surgeon.Hefoundthattitaniumwouldfusetobonewhenheplacedatitaniumimplant
intoarabbit'ship.
He andhis colleaguesthenbeganusingtitaniumimplantmaterialin themaxilla
andmandibleandaddeda prosthesesto replacemissingteeth(Vadgama,2003). Today
therearemanydifferenttypesof implantsavailabletodentistsandpatients.Onetypeof
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implantis anEndosealimplant. This implantin insertedin to themandibleor maxilla
andactsasthetooth'sroot. Anothertypeof implantis a Subperiosteal.This implant
would servea patientthatcouldno longerweara denture.The implantfits on to the
existingboneto givestabilityto a denture(Aidelbaum,1998).Theseinnovationshave
greatlyimprovedmanypatients'qualityof life throughbettermasticationandesthetics.
2. Other newtechnologies
Anothercosmeticprocedurethathas gainedin popularityis teethbleaching.
Bleachingis a servicethatmanydentistswill provideto patientsthatwill increasethe
whitenessof theirteeth. Methodsfor bleachingrangefTomat homeover-the-counter
methods,to professionalstrengthathomemethods,to in officequickfixes.Oneof the
methodsfor in officebleachingthatseemstobebecomingmorepopularis "Zoom". The
"Zoom"productallowsthepatientstohavetheirteethbleachedin onevisitbythrough
theutilizationof anintensifiedlighttoactivatethebleachingmaterial.
Dentalprofessionalscan also offer veneersto patients.Veneersreplacethe
estheticsurfaceof-theteethwithathinlayerof toothcoloredmaterial.Theseveneerscan
beusedasquickfixesforcolorproblemsorminororthodonticorrections.
Withinthelasttenyearstherehavebeenmanyadvancesincomputertechnology.
Thetechnologyhasallowedformoreefficientdentalofficemanagement.Theseadvances
havemoreimportantlyfacilitatedtheaccessto specialistsandcontinuingeducation.
Video conferencing,teledentistry,teleconsulting,e-mailbasedconsultationsandonline
consultationswith specialistshavemadeit mucheasierto givepatientscomprehensive
care(Bimbach,2000).Onlinecontinuededucationhashelpedimmenselywiththeaccess
tothisinformation.
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Mobileclinicshavemadetheunderservedpopulationshavecarethattheywould
nototherwisehavegotten(Belt,2002).Alsotherehasbeensomeincreaseinthenumber
of specialiststhatwill comeon demandto areasthatneedspecifichelp(Mulligan,
Goldstein,Niederkohr,2000).
Withtheadvancesin technologynewchallengeshavearose.Thechallenges
includetrainingdentalprofessionalson how to use the new technology(Covington,
Craig,1997),andtheexpenseof usingthenewtechnology(Birnbach,2000).
It was shownthatdentalhygienistsstill preferto utilizetraditionalinformation
sourceslike discussionswith colleagues,journal articles,andmailingsinsteadof the
internetresources.The articleconcludedthatdentalhygienistsneedtrainingto improve
theircomputerliteracyskills. Anotherarticleconcludedthewith thesamefindingsand
showedthat most dentalhygienistsare interestedin attendingrelatedcontinuing
educationcoursesandindicatedthatcomputerskills shouldbepartof thedentalhygiene
curricula(Covington,Craig,1997).
Thereareothernegativesthatcomewith thesenewtechnologies.Researchhas
shownthatequippinganolderpracticewithall of thenewesttechnologieswouldnotbe
cost effective. However,not havingthe latesttechnologiesmakesthe practiceless
appealingfor recentgraduates.Thus,thepracticebecomeslessvaluableasa salable
commodityorpotentialpartnershipvenue.(PierreFauchardAcademy,2004) This leaves
littleoptionsfortheolderoffices.
Eachsourcecitedin thispaperhadits ownuniquelimitations.The limitationsthat
hadthegreatestimplicationontheresearchweredentalofficeaddresses.It is unknown
15
if the addressesused for the geographicstudieswere 0 ffice 0r horneaddressgiven to
American Dental Association. So the resultsmay be incorrectabout exactly wherethe
dentalpracticeswere. Theremayhavebeenbiasesby someauthors.And theremaybe
morerecentinformationavailable.
DiscussionandAppraisal
The unevendistributionwithin theUnitedStatesneedsto be solved. In the future
moredentalschoolsneedto be opened,especiallyin thosestateswhichhaveno dental
schools.The ideabeing,thosethataretrainedin theStatearemorelikely to stayand
practicein thatstate.Table3 shows thenumberof dentalschoolseachState.
Table3:Distributionof dentalschoolsin theUnitedStates
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State Numberof Dental State Numberof Dental
Schools Schools
Alabama 1 Montana 0
Alaska 0 Nebraska 2
Arizona 1 Nevada 1
Arkansas 0 NewHampshire 0
California 5 NewJersey 1
Colorado 1 NewMexico 0
Connecticut 1 NewYork 4
Delaware 0 NorthCarolina 1
Dis!.Columbia 1 NorthDakota 0
Florida 2 Ohio 2
Georgia 1 Oklahoma 1
Hawaii 0 Oregon 1
Idaho 0 Pennsylvania 2
Illinois 2 Rhodeisland 0
Indiana 1 SouthCarolina 0
Iowa 1 SouthDakota 0
Kansas 0 Tennessee 2
Thistablegraphicallydisplaysthelackof dentaltrainingfacilitiesin themorerural
States.Increasedfundingis onewaytoprovidemoredentalgraduatesin theseareasof
thecountry.Also dentalcorporationssuchas,Crest,Colgate,Oral-B,andothersmight
sponsorthefundingfordentalschoolconstruction.Bydoingthisthedentalschoolcould
usetheirproductsexclusively.However,therestill needtobeincentivesfor thestudents
tostayandworkintheunderservedareasandtoprovidenoughdentalfacultytosupport
thenewfacilities.
Therearemanyincentiveprogramsacrossthecountrythatstriveto recruitnewly
graduatedentalstudentsintotheunderservedareas.For instancein GrandRapids,
MichiganattheCherryStreetClinicdentistsareoffered$70,000ayearplusapotential
20%bonus,$5,000a yearfromtheclinicin studentloanrepaymentanda potential
$12,000ayearfederalfundingforloanrepayment,plusfullbenefitsforthedentistand
family.Thistotalstoapotentialfor$115,000ayear.Clinicsin Marylandoffersimilar
loanrepaymentprogramsandincometaxsubtractionsforworkinginunderservedareas.
17
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Kentucky 2 Texas 3
Louisiana 1 Utah 0
Maine 0 Vermont 0
Maryland 1 Virginia 1
Massachusetts 3 Washington 1
Michigan 2 WestVirginia 1
Minnesota 1 Wisconsin 1
Mississippi 1 Wyoming 0
Missouri 1 PuertoRico 1
Anotherfonnof typeof incentivecouldbethesponsoringof studentsthroughdental
schoolby anunderservedcommunity,or corporations,in exchangeforyearsof servicein
thatunderservedcommunity.
More areasshouldoffersuchincentivesfortheircitizenstogetbettercareandmore
lucrativebenefitsshouldbeavailableto enticemoredentists.Manyof theseclinicsoffer
low costcareandthiswouldhelpthatportionof thepopulationthatis unableto payfor
dentalcare.
Furtherresearchneedsto be doneon how theMedicaidpatientswho havelost
coverageareaffectedby thedecreasedcare. Furtherresearchcouldalsoshedlighton
how manydentistsarerealisticallyneededandwherethelackof dentalmanpowermay
be.It seemsasthoughthepotentialproblemis furthermisdistributionof dentistsserving
in certaingeographicareasandpatientpopulationsnotanoverallshortageof dentists.
Conclusion
The futureof dentistrywill continueto playa majorrole in theoverallhealthof
thepopulationof this country. Many peoplethroughouthe countrydo not receive
neededdentalcarebecauseof theireconomicstanding,physicaldisabilities,or theirage.
Yet otherpeoplein thiscountrynotonlyreceivethecaretheyneed,theyarealsoableto
purchaseadditionalcosmeticservices. Nevertheless,therearestill thosethatneedthe
basicdentalcareandarenotreceivingit becauseof thelackof closeaffordabledentists
in theirarea.
Those in rural and urban communities,along with many of the Medicaid
populationanduninsuredpopulationsufferthemostfromthis shortagein dentalcare
providers.Moreover,thesearethepeoplethatneedthebasicdentalcarethemost. By
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receivingthebasicdentalcarethesepopulationsneed,dentistswill be ableto helpthe
overallhealthof thesepatients.Many diseasescouldbetreatedor preventedwithearly
detection.
Currently,thereneedsto bemoredentiststomeettheseneeds.Thecontributing
factorsto thecurrentshortagein dentalmanpowerare;dentalschoolsclosing,lower
numbersof studentsadmitted,schoolfacultyleavingfor morelucrativework in private
practice,andthe lack of dentalschoolsin somestates.Fundingof existingandnew
dentalschoolswouldproducemoredentists.Fundingof morelucrativeincentiveswould
enticedentiststo practicein areasneedingmoreservices.By increasingmanpowerin
dentistryit will makeaccesstodentalcaremoreequitable.
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